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	Date_______________

REFERRAL FORM

781-438-3335 • FAX 781-438-2072

E-mail: scheduling@imeexams.com
	Physician
	     

	
	
	Date
	     

	
	
	Time
	     

	
	Provider of IMEs, Record & Film Reviews
	Location
	     

	EXAMINEE INFORMATION

	
	Date of Injury:
	     

	Name:
	     
	Type of Injury:
	     

	Address:
	     
	Healthcare Provider:
	     

	City:
	     
	State:
	  
	Occupation:
	     

	Phone:
	     
	Zip:
	     
	Insured:
	     

	SSN:
	     
	DOB:
	     
	Claim Number:
	     

	TYPE OF EVALUATION
	SPECIALTY
	TYPE OF CLAIM
	EXAM LOCATION

	 FORMCHECKBOX 
 Exam (IME)

 FORMCHECKBOX 
 Re-Exam      


 FORMCHECKBOX 
 Re-Schedule

 FORMCHECKBOX 
 Review of Records

 FORMCHECKBOX 
 Bill Audit

 FORMCHECKBOX 
 Section 36 Only

 FORMCHECKBOX 
 Diagnostic Review

 FORMCHECKBOX 
 Other      

	 FORMCHECKBOX 
 Orthopedic

 FORMCHECKBOX 
 Chiropractic

 FORMCHECKBOX 
 Neurological

 FORMCHECKBOX 
 Neurosurgical

 FORMCHECKBOX 
 Physical Therapy

 FORMCHECKBOX 
 Psychology

 FORMCHECKBOX 
 Internal Medicine

 FORMCHECKBOX 
 Other      

	 FORMCHECKBOX 
 Workers’ Comp.

 FORMCHECKBOX 
 Auto/PIP

 FORMCHECKBOX 
 General Liability

 FORMCHECKBOX 
 No Fault

 FORMCHECKBOX 
 LTD

 FORMCHECKBOX 
 Other      

	 FORMCHECKBOX 
 MA

 FORMCHECKBOX 
 CT

 FORMCHECKBOX 
 ME

 FORMCHECKBOX 
 NH

 FORMCHECKBOX 
 NJ

 FORMCHECKBOX 
 NY

 FORMCHECKBOX 
 RI

 FORMCHECKBOX 
 VT

 FORMCHECKBOX 
 Other   


	Requests:
	 FORMCHECKBOX 
 Taxi
	 FORMCHECKBOX 
 Interpreter (Language      
)
	 FORMCHECKBOX 
 Certified Mail

	Client Name:
	
	Law Firm:
	     

	Company:
	     
	Attorney:
	     

	Address:
	
	Address:
	     

	City:
	
	State:
	   
	
	City:
	     
	State:
	  
	

	Phone:
	
	Zip:
	
	Phone
	     
	Zip:
	     

	Fax:
	     
	Ext:
	     
	Fax:
	     
	Ext:
	     

	E-Mail:
	                                
	E-Mail:
	     

	SPECIAL INSTRUCTIONS

	 FORMCHECKBOX 

Diagnosis

 FORMCHECKBOX 

Prognosis

 FORMCHECKBOX 

Causal Relationship

 FORMCHECKBOX 

History of Injury - 
Prior Condition

 FORMCHECKBOX 

Permanency
	 FORMCHECKBOX 

Further Treatment Necessary

 FORMCHECKBOX 

Total/Partial Disability

 FORMCHECKBOX 

Residuals

 FORMCHECKBOX 

Medical End Result

 FORMCHECKBOX 

Treatment Reasonable &
Necessary


	 FORMCHECKBOX 

Section 36 Loss of Function/Scarring (WC)

 FORMCHECKBOX 

Reasonableness of Fees

 FORMCHECKBOX 

Job Description Enclosed

 FORMCHECKBOX 

Work Capacity

 FORMCHECKBOX 

Light Duty Restrictions 



	Additional Issues Specific To This Claim: 

     


	MEDICALS

	 FORMCHECKBOX 

Attached
	 FORMCHECKBOX 

To Be Mailed
	 FORMCHECKBOX 

Requested Pick-up
	 FORMCHECKBOX 

None Available


_1067848208.unknown

